contact 


A bimonthly publication of the 


Christian Medical Commission World Council of Churches 
150, route de Ferney 1211 Geneva 20 Switzerland 


= 


4! 
cs 


» Just Another Slogan? 


vss ‘. mi 7 oY f A 


HEALTH FOR ONE MILLION 
Just Another Slogan? 


EDITORIAL NOTE 


Actions speak louder than words. In India, mil- 
lions of people need basic health care. And in 
India, a bold health care programme is Cur- 
rently reaching and actively involving 1 mil- 
lion people. 


In 1973, the national convention of the Catho- 
lic Hospitals Association chose the theme 
Health for the Millions for its annual confer- 
ence. But, as so many eye-catching titles 
become filed away when the meetings are 
over, would this enormous goal, too, turn into 
a dusty slogan? 


Inspired by Mr. James McGilvray, the founding 
Director of the CMC, Bishop Lawrence Mar 
Ephraem decided to turn the slogan into 
action. He became the moving spirit behind a 
multi-layered cooperative of 1000 volunteers. 
And with the dedicated and able assistance of 
Sister Eymard, principal coordinator of the 
programme, the volunteers have been 
mobilized to a remarkable degree. It is a huge 
undertaking, but has been made simple. The 
workers are mostly women, community- 
selected, well-organized, and they form the 
heart of an ingenious, logically structured pro- 
gramme in the south of India. 


Health for One Million is the programme's 
name (HOM) now in operation for 12 years 
under the guidance of the Jana Kshema San- 
gam (which translates as “Association for 
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This mother, the children’s first educator, is taking the matter of 
health into her own hands. 


People’s Well-Being”). Bishop Ephraem, its 
president, began with many questions: How 
do we set about the task? How far can the 
infra-structure provided by the church help in 
community health? But the biggest challenge 
of all was, 


Can we, the followers of Christ the 
Healer, afford NOT to go out into the 
field in search of those at risk? Can 
we afford to wait for the sick to turn 
up at a hospital or dispensary? 


Answers to these last 2 questions were 
immediately clear, and the qualities necessary 
for a positive decision to be made in 1975 
were: 


the WILLINGNESS TO LEARN and 
the WILL to succeed. 


The Health for One Million Programme is an 
outstanding example of how a church can use 
local resources, utilizing community organiza- 
tion and development principles, drawing 
upon the resources of the Government, the 
church, and all financial institutions within 
reach to empower the people themselves. Dr. 
Eric Ram, Director of the CMC, visited the 
programme in February 1987 and was very 
encouraged to see “ordinary people” taking 
the matter of health into their own hands. 
HOM provides a structured and viable method 
to meet the health needs of every person in a 
given population. 


HEALTH FOR ONE MILLION Programme (HOM) 


by 


Bishop Lawrence Mar Ephraem and Sister Eymard 


INTRODUCTION 


Health, within the HOM Programme, is under- 
stood in holistic terms. Emphasis is more on 
prevention of illness. A sick person must over- 
come disease and move towards strengthen- 
ing all the elements of total health. The health 
of the family and of the community are inte- 
gral to one’s own health as well as the basis for 
socio-economic development. 


The state of Kerala has social indicators like lit- 
eracy and infant mortality at levels that are 
impressive in relation to the rest of India. Yet 
economic opportunity, employment and pro- 
ductivity remain depressed, and the status of 
adult health and nutrition is lower than in most 
parts of the country. Could the literacy, particu- 
larly of rural women, be used in an organized 
way towards better health and improved living 
conditions? 


If results could be demonstrated in 1 experi- 
ment, there would be no lack of motivation or 
personnel to multiply it into a movement inthe 
state and across India. Some 12,000 priests 
and 60,000 nuns are in position — even in 
remote areas — under the umbrella of the 
Roman Catholic Church alone. The only invest- 
ment needed is a policy decision! 


What is Holism in Health? 


‘Holism’ implies, by its spelling, that the whole 
is holy... Therefore look again at our Earth in its 
beauty and conceive that it is truly a living crea- 
ture, a being, an organism with its own breath- 
ing, bloodstream, glands, sensitivity and intelli- 
gence. Furthermore, we must see that humanity 
is itself an organism, integrally part of the whole 
of nature... Teilhard de Chardin’s noosphere is a 
living body over the face of the Earth and we are 
each cells in the one great body. When cells in our 
physical bodies choose to ignore the program- 
ming of the whole and go off on their own, we 
call it cancer. Similarly, when human cells in the 
body of Earth act out of egoism, greed and vio- 
lence, and go off on their own reckless way, the 
Earth itself becomes cancer-ridden. The disease 
is far advanced, though not necessarily terminal. 


from SUMMONS TO A HIGH CRUSADE 
by Sir George Trevelyan 


Alleppey 
District 


Releasing the initiatives of the “ ordinary 
people” (as well as the priests) and 
liberating their potential is the essence of 
the strategy adopted by the Sangam. 
Self-reliance, as defined by the Sangam, 
is central to its strategy. 


The community itself raises the resources, 
including income for its own development. Its 
main strength is its knowledge and organiza- 
tion for putting the resources to optimal use. 
External aid, large or small, is used for specific 
projects, but not for the main programme. 
Activities are designed in such a way as not to 
be entirely dependent on money, so they need 
not come to a halt when its flow thins down. 


Fortunately, HOM has proved its effectiveness 
and is partially subsidized by Government 
health services. They have access to already 
established Government facilities, and an 
active referral service is in operation. 


Area of operation of ‘HOM’ 
(Kerala & Tamil Nadu) 
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The Guiding Principles of 
Health for One Million (HOM) 


. Health CARE is more important than disease 
CURE. 


. Health can be maintained only in the context of 
TOTAL HUMAN DEVELOPMENT. 


. Development means self-growth. Community 
development means community growth from 
within. SELF-HELP and SELF-SUSTAINED PRO- 
GRAMMES are the most effective. 


. Outside assistance is helpful to the extent that 
people are brought together. In this way, they 
may coordinate efforts and encourage local 


leadership. The role of the outside helpers should 
be to work WITH rather than FOR people. 


. Community DECISION is more meaningful than 
community PARTICIPATION alone. 


. LOCAL RESOURCES - personnel, financing, Gov- 
ernment facilities, social structures — are used to 
the fullest, without regard to religious affiliation, 
caste distinction or political bias. 


. Inthe implementation of programmes, principles 
of APPROPRIATE TECHNOLOGY are followed to 
the greatest extent possible. 


. FORMAL as well as INFORMAL EDUCATIONAL 
METHODS are adopted to educate people on 
health and development. 
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A formal classroom setting is not necessary for a mother leader 
to share what she knows! 


Organizational Structure 
(See the Tree of HOM) 


The aim of comprehensive, health-based, 
community development covering 1 million 
people, is pursued by 1000 village-level volun- 
teers each involved in the WORK RELATING TO 
HER OWN VILLAGE COMMUNITY, referred to 
as a unit. Each volunteer so organizes her 
community that every small group of 
10 families has 1 leader, usually a woman 
designated as mother leader, and chosen by 
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the other 9 families (not nominated by the 
Sangam) on the strength of her organizational 
ability and leadership. In a unit of 200 families 
— approximately 1000 people — there are 20 
such mother leaders. The 20 leaders meet 
every 2 weeks (for 2 hours) where they: 


discuss health and development prob- 
lems in their community, find solutions to 
these local problems AND the means to 
implement them. 


The Sangam has a built-in system of monitor- 
ing. Each group of 10 volunteers has a promo- 
ter and every group of 10 promoters has an 
organizer. The programme has 10 organizers 
in all, brought together by a coordinator. 
Nearly all posts are held by village women 
from low-income backgrounds, except the 
coordinator. It is through their ranks that the 
mother leaders are first chosen, and next the 
volunteers, and next the promoters and last 
the organizers. 


THE TREE OF HOM * 
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Training 


A great deal of emphasis is on the training — 
some of it formal, most of it informal. Village- 
level volunteers usually begin with training 
which lasts for 3 days. This is followed by a 
period of field work in their own village, lasting 
for about 1 month. They then attend a 1-week 
seminar where they refresh their skills and 
evaluate field performance. After this, they 
attend 1-day follow-up classes conducted by 
the promoter every month. 


Promoters have 2 more weeks of training in 
addition to that of the village-level volunteers. 
They, too, attend monthly 1-day follow-up 
classes led by the organizer. 


Organizers receive the same training as 
promoters, and commit themselves to 3 years’ 
involvement in the programme. They attend 1- 


day follow-up classes conducted by the coordi- 


nator. 


Responsabilities run parallel. On becoming a 
volunteer, a woman is also able to continue 
her duties as a mother leader. Functional 
hierarchy is thus not at the cost of funda- 
mental equality, which is perhaps also an 
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organizational imperative in a highly indi- 
vidualistic society like Kerala. 


The volunteers is key to the programme. 
Any mother interested in the well-being of the 
community and able to communicate to 
others what she has learned can become a 
mother leader. She is compensated by the 
community according to the work demanded 
of her and the local paying capacity. 


Where are the zones of activity located 
and how are they chosen? 


The Sangam believes in working convenience. 
So each cluster of 200 families is generally 
located around a church. The whole effort is 
promoted and assisted, without interference 
in decision-making, by priests and nuns. Inter- 
estingly, the clergy are expected to promote 
community health and development as part of 
their normal work, without allocating separate 
time. 


Even in the remote parts of Kerala, people of 
different faiths live in mixed groups. Thus a 
unit of 200 families is a micro sample of a 
multi-religious, economically strugging com- 
munity. 


A volunteer teaching a group of mother leaders at their bi-monthly class. 


Down to earth 


The first phase 1975-80 was devoted to train- 
ing 1000 voluntary workers and organizing 
them for health-related self-reliant action at 
the community level among the programme 
population of 1 million. This period also saw 
the establishment of communication and con- 
trol systems and the promotion of primary 
health care through interaction of the entire 
team, from experts to mother leaders. * 


In the 10 zones participating, the focus in the 
first phase was on education for health 
and development. The following topics were 
promoted through sessions meeting every 
2 weeks: 


applied nutrition 

alternative medicine from local herbs 

safe drinking water and clean physical 
environment 

responsible parenthood through natural 
methods of family planning 

promotion of individual savings and 
their pooled use. 


Phase 2 began in 1981, and welcomed 1057 
trained volunteers, all of them women. They 
were Christians (569), Hindus (419) and Mus- 
lims (69), with varied educational 
backgrounds, including 50 illiterate. 


The 1000 volunteers are distributed over 10 
zones in 4 districts (3 in Kerala and 
Kanyakumari in Tamil Nadu), with 100 of them 


in each zone guided by 10 promoters and 1 


Organizer. These workers and the 20,000 
mothers they work with are trained to organize 
their own developmental activities. 


Basic Survey 


Towards reaching all the 200,000 


families, certain targets have been set 
(1981-85). And the concept of primary 
health care has been adapted to the local 
needs, conditions and resources. 


One of the basic tasks undertaken by the 
mother leaders with the volunteers’ help 
is the annual survey of the project popu- 
lation. This is much more than a mechan- 


* This name could, of course, be expanded to 
include father leaders, as appropriate, or even par- 
ent leaders. 


ical gathering of dry facts; its contents 
are amplified to become an effective, 
practical tool for the worker. 


What is important? 


Each family is identified by a serial 
number, name, age and educational 
status of its members. Other relevant 
information relates to: 


pregnancy cases of leprosy 
immunization tuberculosis 
income disability 
family planning births and still- 
practice births 
safe water source deaths and age 
at death. 


covered latrine 


How close to fulfilling the projected 
goal has HOM come? 


As of March 1985, all the 1000 volunteers 
were in position. Activities had started in 
some 644 units of which 393 were fully 
organized into units led by mother lead- 
ers. Of this number, 258 were making 
measurable progress in 1 or more estab- 
lished projects — as judged by their 
monthly reports. 


Bishop Ephraem provided the CMC with 
a progress report just before Christmas, 
covering January through June 1987. 
Among other developments, he reported 
that 10 HOM workers were being taught 
English, to enable them to communicate 
about the programme in this language 
also. Two recent purchases have greatly 
facilited office work — a new English 
keyboard typewriter and a filing shelf. 
And the data filing system is being com- 
puterized. 


A few principles that govern each unit's 
considerations: 


1. All decisions are taken by the unit on its 
own. This responsibility is not shared with the 
Sangam in any sense. 


2. There is no insistence by the Sangam on 
uniformity of content or approach to activities 
among units. 


3. Aunit decides to implement only those pro- 
jects for which the means are available or in 
sight. 


Two-Way Communication 


Communicating starts with and flows from the 
coordinators’ monthly meeting with the 10 
organizers. The activities, based on reports 
from the mother leaders’ meetings with the 
units, are assessed. They next get filtered 
though the volunteers’ meetings at the centres 
and passed on to the promoters for further 
study at the zone level. Possibilities for future 
action are developed. A statistical update is 
prepared from the latest field data collected. 
Topics for discussion at the field level are 
suggested in light of recent promotional 
schemes of the Government, banks and other 
agencies. The result of this excercise is a 
monthly bulletin. 


The field unit is free to respond to the above 
process in whatever way it likes and to provide 
an up-to-date report on performance and 
statistical data. Stacks of the bulletin travel 


through the organizational layers, breaking up 
into smaller stacks until single copies reach 
the mother leaders at the head of each unit. 
The leaders then share the content of the bulle- 
tin at their fortnightly meeting. Next, it is the 
responsibility of each of the 20 mother leaders 
to contact the 9 other mothers in her group in 
time for the next fortnightly meeting when 
decisions are taken reflecting the views of 
their 200 families. 


At this next meeting, they complete the ques- 
tions in the bulletin and start it on the return 
trip to the coordinator — gathering, as it travels, 
the comments, if any, of the concerned volun- 
teer, promoter and organizer. The coordinator 
selects useful information and_ statistics, 
assesses the work, and sends the paper to the 
centre (usually located in a convent), where it 
is kept for a time as a reference. It takes a lit- 
tle more than 2 months for a bulletin to 
complete its circular course. 


The monthly bulletin serves many purposes: 


A. Education through correspondence 


related to one’s own activity 


HOM Photo 
A group of promoters studying the monthly bulletin. 


Monitoring tool 

Evaluative control mechanism 

Channel for data collection 

Help for advance programming 
Medium for exchanging information 
and opinion (Monitoring and control- 
ling their own collective activity is in 
itself a measure of the people's develop- 
ment.) 


mmOO mW 


The programme does not involve much 
monetary investment. And the only full- 
time workers are a couple of young assis- 
tants in the Sangam’s office at Trivan- 
drum. Rather, 


it demands a_ whole- 
souled commitment from all concerned, 
from coordinator to mother leader, from 
bishop to nun. The involvement is not 
exactly part-time, but skillfully woven 
into their full-time pursuits. 


Room for Improvement 


As far as outside help is concerned, the spirit 
of self-reliance keeps it to a minimum. HOM 


HOM Photo 
Convention of 1000 HOM volunteers (28 May 1986) 
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does rely heavily on the existing channels of 
development assistance from Government 
schemes, financial institutions and several vol- 
untary agencies. But progress of the pro- 
gramme beyond the reach of this assistance 
depends on external aid, which may not come 
when needed or in the right amounts. 


This dilemma is common to many such pro- 
grammes, and reflects a certain inability to 
summon the resources needed by the commu- 
nity from within its own geographic area. 


Even in a densely populated state like 
Kerala, it cannot be said that the material, 
monetary and human resources are any- 
where near exhaustion in the service of 


all the people. Instead, they are just not 
pooled and shared equitably. As long as 
the churches do not face this fact, their 
resource problems are likely to persist. 


Talking to participants at a zonal meeting in 
Kottarakara, it was seen that the Sangam had 
limited working relations with other organiza- 


tions in the same community. Women’s 
groups, for example, (mahila samajams) are 
almost everywhere. But attempts at coopera- 
tion have not succeeded. The mahila 
samajams, usually supported by Government 
grants, and the Sangam units seem to keep a 
mutual distance. 


Cooperating in projects for and by the same 
community, sharing mutual facilities, should 
be possible. Even if it is difficult at the start, 
more direct communication would be worth 
the effort. 


Breaking New Ground Uncovers New 
Questions 


Resource constraints seriously afect the pro- 
jects. But no one is as hard hit as the individu- 
als themselves. A story: 


One of 15 disabled children identified as needing 
help in a particular zone was taken to the medical 
college. There, expert advice and an estimate of the 
investment required for treatment and rehabilita- 
tion were provided. But there was not enough 
financial help to match the costs of therapy. 


The parents owned a small plot of land. But they 
were driven to selling part of it to finance the treat- 
ment. 


Question: Is a trade-off between health and 
development inevitable in cases like this? 


WHERE ARE THE LINES TO BE DRAWN 
BETWEEN THE ESSENTIAL, THE 
OPTIONAL AND THE UNNECESSARY — IN 
THE CHOICE OF PROGRAMME GOALS? 


More and more questions are surfacing as the 
Sangam, along with its HOM Programme, 
forge their way along the road to health. 


Q: How can the capacity of the poor be 
improved to move farther ahead? 


Q: Can this be done without persuading the 
non-poor in the same community to share 
their resources for the common good? 


Q: Can the obvious relevance of the pro- 
gramme for the people be sustained, without 
new gains measurable in terms of indicators 
of health and development? 


Q: How could the data being collected be put 
to more scientific and effective use than is pos- 
sible now? 


The Sangam is alive to these and allied issues 
and is drawing upon all possible sources of 
wisdom and examples of success, in the 
attempts to resolve them. 


ACTIVITIES 


Most health education activities use dance, 
drama and story-telling to enliven teaching 
methods. 
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1. Health and Nutrition Education 
(report to period ending December 1986) 


Goals: 


To improve nutritional status of communities, 
particularly of most vulnerable group — chil- 
dren O-5years — and _ pregnant/lactating 
mothers. 


To improve general dietary practices among 
population. 


Objectives: 
To increase body weight to normal level in chil- 


dren suffering from 1st, 2nd and 3rd degree 
malnutrition, by improving eating habits. 


To improve dietary practices through health 
education classes for mothers covering nutri- 
tion, health, hygiene, child care (better feeding 
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methods, etc.), and follow-up home visits con- 
ducted by volunteers through mother leaders. 


Methods: 


Active participation in the “Tree of HOM” 
structure (see page 2), with 2-way communi- 
cation from experts to all levels of health 
workers, including the parents of each indi- 
vidual family, and back again. Tools include 
the monthly bulletin and simple, effective 
audio-visual aids such as flash cards and flan- 
nel boards. 


— Classes for mothers every 2 weeks — listen- 
ing to pertinent radio programmes and dis- 
cussions 
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The radio — a useful teaching aid — promotes lively discussions! 


— Growth monitoring of children under 5 
years 

— Encouragement of mothers to breast-feed 
their infants 

— Promotion’ of “ORT 
therapy) for diarrhoea 

— Immunization campaign 

— Promotion of kitchen gardens. 


(oral rehydration 
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“Thulasi”, a medicinal plant, can be grown at home in the kitchen 
garden. 
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2. Rehabilitation of Children with Dis- 
abilities and Prevention of Disability 


In 1981, the “Year of the Disabled”, HOM Vol- 
unteers conducted surveys to assess the 
extent of problems concerning persons with 
disabilities. This activity attracted the atten- 
tion of UNICEF and it was with their encour- 
agement and collaboration that the rehabilita- 
tion project unfolded. 


Goals: 


To strengthen the on-going activities of pre- 
vention of childhood disabilities. 

To introduce early detection of disability 
signs in children. 

To promote community-based rehabilitation 
of the disabled. 


Objectives: 
To create more community awareness of the 


realities and problems of people with dis- 
abilities, especially children. 


To establish a community- and family-based 
rehabilitation programme for children with 
disabilities. 


To promote the integration of children with dis- 
abilities in on-going community activities, 
such as schools, youth clubs, vocational train- 
ing... 


Formulation of a Committee of Specialists to 
oversee and guide the project, from the 
Department of Physical Medicine and 
Rehabilitation, Government Medical College, 
Trivandrum/ the School for the Blind, Deaf and 
Dumb, Trivandrum/ the School for Mentally 
Retarded Children, Vattappara, Trivandrum/ 
and the Loyola College for Social Sciences, 
Trivandrum. 


Use of Jana Kshema Sangam’s “ Tree of HOM” 

as communication network to: 

A. Promote awareness about community 
problems related to disabilities 

B. Transfer technical skills from specialists 
through trainers, volunteers and mother 
leaders to members of the concerned 
families 


The Committee of Specialists developed a 3- 
year plan of action, during which 423 children 


under 15 years were identified as having dis- 
abilities: 

161 children with severe disabilities 

151 children with moderate disabilities 

111 children with minimal disabilities. 


Of these 423 children, 
19 were admitted to special schools 
219 were taught in normal schools with sup- 
plemental rehabilitation at home 
185 were trained at home. 


Steps taken to prevent illness and disabilities 
included: 
Maintaining growth charts 
Following ORT (oral Rehydration Therapy) 
Advocating breast-feeding 
Promoting Immunization 
Encouraging Natural Family Planning 
Providing Supplementary Food 
Promoting Education for Women. 
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3. Natural Family Planning 


Goal: 


To assist couples of child-bearing age in their 
family planning. 


Objective: 


To educate couples about the non-chemical 
alternatives in birth control. 


Methods: 


NFP (Natural Family Planning) information 

classes: 

A. Promotion of cervical mucus method, in 
which days of fertility are identified by 
self-observation of cervical mucus dur- 
ing a menstrual cycle. (Initially, the only 
method known besides the rhythm 
method.) 


B. Promotion of sympto-thermal method, a 
newer practice which identifies the days 
of fertility and infertility by changes in 
basal body temperature in combination 
with other signs/calculations. 


Follow-up meetings 
Charting periods 
Evaluation. 


4. Integrated Leprosy Control 


Goal: 


To effectively control the spread of leprosy and 
promote community health practices to pre- 
vent the disease. 


Objectives: 
To identify, treat and rehabilitate leprosy 
patients. 


To promote campaigns for early detection of 
the disease. 
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Leprosy can be caught in its early stages when people learn what 
to look for. 


“All our health volunteers now know how to suspect and identify 
a leprosy patient. They report to the medical officer who confirms 
and prescribes treatment to the patients.” Sr. Eymard 
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Methods: 


Use of the Sangam’s “Tree of HOM” as com- 

munication network to: 

A. Identify leprosy patients 

B. Bring patients for treatment 

C. Follow-up patients to ensure continued 
and regular treatment 


Use of all government and other readily avail- 
able resources. 


5. Treatment of Minor Ailments 


Goal: 


To provide medical care for fever, cough and 
cold, diarrhoea, eye infection and first aid for 
minor injuries. 


Method: 


Health workers are always equipped with drug 
kits during house visits, and ORT is easily 
taught “on the spot”. 


HOM Photo 
An Oral Rehydration Therapy (ORT) class. 


6. Use of Herbal Medicine 


Goal: 


To provide the safest, most practical and effec- 
tive medicines to the population. 


Objectives: 


To assist in increasing public knowledge of 

A. the identification of useful herbs and 
plants growing locally, 
and 

B. their cultivation and preparation for 
home remedies. 


Methods: 


Distribution of printed information and 
instruction at the village level. 
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7. Immunization 


The project avails itself of vaccine supplies and 
essential drugs provided by Government facil- 
ities. DPT, Polio and BCG immunization have 
successfully covered the target population. 
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This cow was purchased through a revolving fund. 


8. Socio-economic development 


Goal: 


To generate 
activities. 


income for development 
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This sewing machine was made possible with a bank loan. 


Method: 


In addition to taking out low-interest, long- 
term loans from local banks and other finan- 
cial institutions, a revolving fund has been 
established. Registration fees and annual sub- 
scriptions to HOM are pooled and distributed 
back to the people as “seed money” to pro- 
mote developmental work. This money is to be 
returned within 1 year with 6% interest. The 
interest is used to pay for clerical services. 


Number of Families benefitting: 
4,400 (Population 22,000) 

1978 1985 

2.75% 0% 


Nutritional Status in the year 
Children in 3rd degree malnutrition 
Children in 2nd degree malnutrition 22.2070 4 5% 
Children in 1st degree malnutrition 42.42% 24% 
Children in Normal degree malnutrition 32.58% 71% 
100% 100% 


Infant mortality rate 46.76/1000 22/1000 


9. Environmental Sanitation 


Integrated Leprosy Care 


Sound management has used local materials 
to improve living conditions: provision of safe 
water supply, better housing, hygienic dis- 
posal of human waste (latrines). 


Number of HOM-units doing leprosy work — 51 
Population covered 110,241 
Population examined 87,300 
Leprosy Patients treated: 

Lepromatous 83 
Non Lepromatous 
N?L 23 


Kadakal-Chackamala is 1 of the 10 HOM zones 
of operation. It is located about 50 kms north 
of Trivandrum. The following statistics are 


taken from Sr. Eymard's letter received by the 
CMC in January, in which she outlined this 
zone’s accomplishments — typical of HOM’s 
overall achievements. 


Total 


Cured of leprosy (removed from treatment) 
during the years 1982 - 86 


488 


during the year 1987 


Total leprosy patients 
cured and released from treatment 


Economic Development Activities 


Revolving Fund 
Families Activities 


benefitting 


Total amount 
utilised 


— Managing 
Rubber Nursery 

— Bee Keeping 

— Garment making 


1982-87 Rs 55,000/- 


Small Savings 
1976-81 


Bank Loans 


Rs 80,000/- 


Rs 55,000/- 
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Poultry: thanks to small savings. 


Achievements 


The status of the 258 units, as of the first quar- 
ter of 1985, is the measure for further progress. 
It also represents the momentum built up 
through community education in the first 
phase. The total population in these units was 
nearly 200,000 in nearly 47,000 families. 


* * * 


Of the approximately 20,000 children under 
5 years, the growth of around 1/2 of them was 
being monitored by weight-charting. 


Some 2800 infants, of the 3490 born, were 
being breast-fed regularly. 


Immunization (DPT, polio and BCG) of 10,000 
to 11,000 children covered nearly all those who 
qualified. 


Of the 3800 cases of childhood diarrhoea 
reported, over 3000 found help in home-based 
rehydration. 


Some 9770 of the 23,500 couples of child-bear- 
ing age knew of natural family planning. Only 
1600 chose to adopt it. 


The infant mortality rate for the period was 
about 20 (64 deaths), as compared to an esti- 
mated 40 for Kerala and around 100 for all of 
India. 
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Latrines — numbering 13,220 — was impressive 
considering the near-total neglect of sanita- 
tion in much of rural India. 


Some 33,600 households had water sources 
within 200 yards (reasonably safe for drink- 
ing). 


Positive Behavioural Changes 


e Improving the value of the common man’s 
staple of tapioca (cassava) by using its pro- 
tein-rich leaf as well as the starchy tuber 

e Preparation of indigenous substitutes for 
commcercial tinned foods and tonics, using 
commonly available pulses and herbs 

e Encouragement of kitchen gardens, con- 
sumption of green leafy vegetables 

e Rearing of nutritious fruit trees like the 
papaya 

e Use of sprouted cereals and pulses 

e Hygienic disposal of wastes 

e Motivation of couples to limit their family 
size by natural methods 

e Building a revolving fund from annual sub- 
scriptions — used for short-term loans for 
development activities by individual 
families. 


With only 2 exceptions*, this encouraging © 
situation has been brought about entirely 
by community education and effort. 


* Immunization from the public health system and 
supplementary food from Catholic Relief Services 
for 9500 pregnant mothers, and children under 
3 years. 


A special thanks to the UNICEF Regional Office 
for South Central Asia for their article “Moving 
with a million on the road to health”, FUTURE 
Development Perspectives on Children 
15-16, summer-autumn 1985, which was inval- 
uable in the preparation of this issue. Their 


report was based on a visit to the Jana Kshema 
Sangam, Archbishop's House, Trivandrum 
(Kerala, India), to some of the villages where 
volunteer meetings were being conducted and 
to individual households where health-related 
improvements have been demonstrated. 


WORTHY MENTIONS 


The editors of CONTACT find the following efforts most heartening, as they are in keeping 
with the publication's goal of reporting on “topical, innovative and courageous approaches 
to the promotion of health and integrated development.” 


WCC Photo: Peter Williams 


World Consultation on Ecumenical Resource Sharing, El Escorial, Spain. 24-31 October 1987. Ms. Mary Mxadana from South Africa. 


Sharing Life in a World Community 


The World Consultation on Resource Sharing 
was held in El Escorial, Spain in October 1987. 
Two hundred fifty (250) persons from 80 coun- 
tries gathered to discuss how to better share 
the world’s resources. 


The participants met for bible studies, theme 
presentations, working groups, regional, 
women and youth groups to develop new 
models and guidelines for the sharing of 
resources among people. The daily morning 
worship was an important inspiration to all. 


Participants from churches in the developing 
countries stressed again and again that the 
changes necessary are not mainly in the 
mechanisims for transferring funds from the 
rich churches to the poorer ones, but more 
important in the causes of the rich being rich 
and the poor being poor. These issues chal- 
lenge the churches to change. At the final wor- 
ship-celebration all participants received a 
small stone, a part of a cross, to remind them 
of the consultation and the commitments we 
made in worship: 
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asylum for all under threat or having suf- 
fered persecutions on account of race, reli- 
gion or politics. 

— Asking that in North-South programmes, 
the partners should furnish all the financial 
documents of their own body, showing the 
allocation of the resources at their disposal. 


— Challenging the Lutheran World Federation 
to participate in the ecumencial sharing of 
resources through the World Council of 
Churches and to adhere to the discipline 
emerging from the El Escorial consultation. 


In all our sharing, we commit ourselves to 


— Educating opinion in our countries regard- 
ing the structural causes of world economic 
disorder, particularly in our faculties of 
theology, with the assistance of witnesses 
from the countries of the South and of East- 
ern Europe. 


— Developing in the short term exchange 
programmes for individuals and_inter- 
church visits. 


— Ensuring that our countries are centres of 


European Consultation — Budapest — September 1986 


Two follow-up reports from the European Consultation on the Christian Understanding of 
Health, Healing and Building Community held in Budapest, Hungary, September 1986, have 
been received. At the Consultation, the aim of continued work in participants’ home coun- 
tries was stated as developing and deepening the cooperation between church, medicine 


Finland 


The Health Care Ethics Commission of the Fin- 
nish Ecumenical Council is into its 2nd year 
and. concentrating efforts on AIDS-related 
issues. In March 1987, the Commission 
organized a seminar on “AIDS and the 
Churches” for health authorities, decision 
makers, church workers... A 2nd seminar in 
October gathered 30 people under the theme 
“Facing the AIDS Phenomenon”. Its purpose 
was to assist hospital chaplains, health per- 
sonnel and others, who in their daily work are 
faced with the multitude of situations revolv- 
ing around the disease. Dr. Eric Ram, Director 
of the CMC, was a featured speaker. 


Dr. Ram also spoke at 2 other ecumenical 
events — a seminar on “Ecumenical Encounter 
at School” arranged by the Education Com- 
mission, and a meeting of the International 
and Ecumenical Training Programme by the 
Youth Commission of the Finnish Ecumenical 
Council. In the words of Dr. Raimo J. Harjula, 
Chairman of the Health Care Ethics Commis- 
sion, such visits provide them with “new 
insights on current issues (and) strengthen 
Our ecumenical aspirations in many ways.” 


At a meeting of the Health Care Ethics Com- 
mission last October, future plans were dis- 
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and social welfare. The letters are summarized here: 


cussed and include the decision to promote a 
comprehensive understanding of health care 
ethics, including a relevant concept of man. A 
seminar on Drug Abuse is also being planned. 
And Dr. Harjula is preparing for a Budapest fol- 
low-up consultation next autumn with other 
Nordic representatives. A meeting in Sweden 
to finalize plans was set for January 1988. 


Sweden 


One conference on “Wholeness and Health” 
was held in May 1987 and another in Sep- 
tember on “Collaboration towards Health — 
Christian Ethics realized in Health Care”. 
About 110 representatives, including clergy, 
hospital staff, chaplains, health centre person- 
nel and school employees attended the 2 con- 
ferences. Participants agreed that Christian 
“contact groups” should be established at 
hospitals and health centres throughout the 
country. Their purpose will be to integrate 
Christian ethics into the medical training and 
daily care. Study groups have already begun 
in several places to discuss ethical issues. 


“Respect for Life” was the theme of a seminar 
held in Gothenburg last May and in Stockholm 
in December. The aim was A.) to discuss how 


to reduce the high number of legal abortions 
in Sweden, presently in excess of 30,000 a 
year, and B.) how to assist pregnant women 
psychologically, socially and economically, in 
order to encourage seeing their pregnancy to 
term. Similar seminars are planned in various 
locations for 1988. 


Hans E. and Marta M. von Holst also look for- 
ward with their colleagues to the exchange of 
experiences which is scheduled to take place 
at the Nordic consultation later this year. 


USEFUL PUBLICATIONS 


New international quarterly newsletter on 
AIDS, by AHRTAG (Appropriate Health 
Resources and Technologies Action Group 
Ltd). Providing up-to-date information about 
the latest developments in research and meas- 
ures which can be taken to combat the dis- 
ease. Its goal is to be practical, and it is aimed 
at health planners, administrators and 
policymakers, health workers and trainers at 
all levels. Appearing initially in English, a 
French edition is scheduled soon. 


Available from: AHRTAG / 85 Marylebone 
High Street / London W1M 3DE / U.K. 


Price: Free to readers in developing coun- 
tries. 
£5.00/$10.00 annual subscription to 
readers in Europe, North American 
and Australasia. 


PROJECT FORMULATION & PROPOSAL 
WRITING by Dr. Katja Janovsky. World Health 
Organization, WHO/EDUC/87187._ Includes 
1) the process — formulation, circulation and 
feedback, communication with donors, writ- 
ing and submission and 2) the contents — 8 
modules and project design frameworks. A 
well organized and concise guide for national 
project managers. 


‘Available free of charge from: World 
Health Organization / Health Manpower 
Development, CH-1211 Geneva 27. 


CORRECTION: 
In CONTACT 99 of October 1987, 3 books by Muriel Skeet were 
reviewed on page 18. Only “First Aid” is available through TALC. 


MANAGEMENT PROCESS IN HEALTH 
CARE 1982, 517 pages. By C. Huss, R. Khanna, 
G. Ninan, M. Shaw, S. Srinivasan, A. Sub- 
ramanian. The influence of the process of 
management on planning, activating and 
reviewing programmes is discussed. Also 
how to apply the principles of managementto 
health care situations, to help “create an 
atmosphere of gentleness and effectiveness”. 


VHAI publications as well as their CATALOGUE 
of Health Learning Materials (1986) are avail- 
able directly from: VHAI / 40 Institutional 
Area / South of IIT / New Delhi — 110016 / 
INDIA. 


ANNOTATED BIBLIOGRAPHY AND 
RESOURCE GUIDE FOR HEALTH 
DEVELOPMENT WORKERS by Map Interna- 
tional is available from: Learning Resource 
Center / Map International / Box 50 / 
Brunswick, Georgia 31520 / USA. This guide 
lists 140 titles updated from 1980 publication. 
Price: $4.00 3rd class to USA & Canada / 
$5.25 1st class to USA & Canada / $4.00 sur- 
face mail overseas / $7.00 air mail overseas. 


TRAINING MATERIALS CATALOGUE, 
Development Communications Materials for 
Person-to-Person Education in Health and 
Nutrition, Family Planning, Community 
Development and Agriculture by World Neigh- 
bors (1987) is well illustrated and available 
from: World Neighbors / 5116 North Portland 
Avenue / Oklahoma City, Oklahoma 73112 / 
USA. 
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